Abstract: Today voluntary organisations are playing an active role in almost every conceivable field of human interest. Their contribution to the welfare and development of a society is undoubtedly remarkable. By fostering a sense of solidarity among its members, a voluntary organisation provides an opportunity to serve ones fellows and the society at large without being motivated by profit. They work on philanthropy, spiritual and altruistic principles. Along with their immense contribution in diverse field such as education, relief, rehabilitation etc, the role of voluntary organisations in human development by improving our health system cannot be ignored The study focuses on the role played by voluntary organisations in India and by the Ramakrishna Mission as a voluntary organisation in particular. It also highlights the activities of Ramakrishna Mission relating to health in Shillong with emphasis on its charitable dispensary and its mobile medical unit.
workers are paid or unpaid, is initiated and governed by its own members without external control" (Sarkar 2005:36) The active force which enables the voluntary organisations to perform its designated functions are the volunteers who offer their services without any financial compensation. The volunteers contribute to the working of the organisation through their personal experiences and professional expertise and the honorary services rendered by them enables the organisation to provide services at a low cost and in many cases even free. Their close interaction with the population enables the organisation to get a closer understanding of the needs of the target group and thus receive active participation in the programmes. Volunteers join such organisation either because it gives them a sense of fulfillment by serving others or provide a means by which they can demonstrate an active concern for the community. Professor Muttalib"s observed that there are five main sources of voluntarism-religion, government, business, philanthropy and mutual (Madan 2004:70) . Bourdillon and William Beveridge viewed mutual aid and philanthropy as the two main sources from which voluntary social service organisations emerged(Madan2004:70). The other factors motivating voluntary action could be cited as personal interest, seeking benefit such as experience, recognition, knowledge and prestige, commitment to certain values etc.
In the Indian context the terms mostly used to describe these initiatives include `voluntary initiatives", `voluntary associations",`voluntary agencies", `voluntary organisations", etc. A major impetus for the use of this terminology derives inspiration from Mahatma Gandhi who played a pivotal role as a propounder of voluntary efforts in the rural development of the country.
III. HISTORY OF VOLUNTARY ORGANISATIONS IN INDIA

Before independence:
Voluntary organisation is not a new phenomenon in India it has always been a part of its culture and tradition. According to R.C.Majumdar (1961), "in ancient and medieval periods the kings, merchants, landlords and various corporate organisations vied with one another, according to their means for helping the cause of religion." Emperor Asoka organised free kitchens and free shelter to the needy poor. The religious institutions such as temples, maths, dharamshalas etc later became the centers of social service on an extensive scale. During the Mughal period, as a rule, citizens had to pay 1/40 th of their unspent wealth as tax (zakat), which was used for charitable purposes ( Madan 2004:71) .
In the British era, with the efforts initiated by enlightened Indians, a large number of voluntary organisations sprang up. The social work activities undertaken by the voluntary workers during the British period passed through various phases. The first phase from 1780 to 1880 was devoted to social reforms. In the second phase, from 1880 to 1900, the emphasis was laid on the establishment of social welfare agencies for the socially handicapped. In the third phase, from 1900 to 1920, there was formation of all-India organisations especially for the Harijans, tribals and industrial workers. In the fourth phase, from 1920 to 1937, the emphasis was on the preventive aspect, i.e. expansion of educational facilities, village uplift and development of industries, provision for recreational activities and protective legislation. In the fifth phase, between 1937and 1939, the new short lived Congress ministries in many states set up rural development and/ or women"s welfare departments for rural reconstruction and welfare of women respectively (Madan 2004:71-78 ).
After independence:
India has witnessed a tremendous growth in the number and influence of voluntary organisations since independence in 1947. The processes of grassroot democratisation as well as the economic policy of liberalisation have been the major forces behind the growth. Since Independence until around 1980 there was little effort on the part of the Indian Government to define the role of a voluntary agency or to recognise its importance. In 1980, with the Sixth Five Year Plan (1980) (1981) (1982) (1983) (1984) (1985) , the government identified new areas in which these organisations could participate in development. These areas included:
(a) Optimal utilisation and development of renewable source of energy, including forestry through the formation of renewable energy association at the block level. (1985) (1986) (1987) (1988) (1989) (1990) ) the Indian government envisioned a more active role for voluntary organisations to aid in making communities as self-reliant as possible. These groups were expected to show how village and indigenous resources could be used and how human resources, rural skills and local knowledge could be used for their own development. In the Eight Five Year Plan its importance was further enhanced, paying particular attention to the role of these agencies as participants in rural appraisal for drawing up developmental plans at a very low cost and involving the rural community.
IV. HEALTH AND HEALTHCARE SCENARIO IN INDIA
The medical scene in India has been undergoing tremendous change since the past few decades. While on one hand the disease patterns have changed and new concepts of health care and medicines have evolved on the other technological advancements have made medicines and treatment procedures extremely expensive and beyond the reach of common people. While ailments such as poliomyelitis, leprosy and neonatal tetanus will soon be eliminated , infectious diseases such as dengue fever, hepatitis, whooping cough, respiratory infections, tuberculosis, malaria and pneumonia continue to plague India. Further due to the adoption of unhealthy dietary practices by the affluent urban population India is experiencing a rising trend in non-communicable/ lifestyle diseases such as hypertension, cancer and diabetes. India is ranked third among countries with HIV-infected patients. Poor sanitation and inadequate safe drinking water is leading to diarrheal diseases the primary causes of early childhood mortality. As more than 122 million households have no toilets as over 50% of the population defecate in the open(2008 estimate) leading to a number of diseases through parasitic and bacterial infections. Maternal deaths are also high owing to socio-economic and cultural constraints limiting access to care. A considerable rural-urban imbalance in terms of accessibility is also witnessed in which the rural population is still struggling for better and easy access to health care and services. There are also shortages of hospital beds and trained medical staff such as doctors and nurses.
Under the Indian Constitution, health is a state subject. Each state therefore has their respective healthcare systems in which both public and private sectors operate. Certain responsibilities are also undertaken by the Central government, relating to the working of various health authorities and providing funds to implement national programmes. The organisation at the national level consists of the Union Ministry of Health and Family Welfare (MoHFW). In each State, the organisation is under the State Department of Health and Family. Each regional/zonal set-up covers 3-5 districts and acts under authority delegated by the State Directorate of Health Services. The healthcare infrastructure in India includes levels that include primary, secondary or tertiary healthcare providers. The providers of healthcare at these different levels include: Public Health Sector (i)Primary health care-Primary health centres, sub-centres.
(ii) Hospitals and health centres-rural hospitals, community health centres, specialist hospitals, medical college hospitals, municipal hospitals. From the above mentioned components of the Indian healthcare system the public and private health sector are the dominant. While 74% of hospital beds are contributed by the private sector. 25% of the population is covered by public and private insurances. The composition of expenditure is shown below: It has been found out that while services provided in public hospital costs fraction of the private hospitals patients still prefer private hospitals as lack of good administration and management, deficiencies in the quality of services , unavailability of medicines and even diagnostic tests creates problems in accessing the care in public hospitals. The private hospitals on the other hand though are more accessible are not affordable by all. Further their concentration in urban areas makes it difficult for rural people to access them. Thus the major problem with the Indian healthcare system is accessibility, affordability and quality care. Voluntary organisations play a significant role here by helping not only to bridge the gap but also by creating a low-cost and effective health care model. The activities undertaken by such organisations include providing primary health care to people who do not have access to health services, reach remote areas which are poorly served by government and private facilities, assisting the government in its treatment campaigns and disease control programmes and devise innovative approaches for disease control . According to a rough estimate, today more than 7,000 voluntary organisations are operating in various areas of health care throughout the country. They encourage diversified participation in which charitable institutions, religious organisations, individuals and institutions participate actively through donations and collaborations. Alok Mukhopadhyay (2000:334) mentions the following types of voluntary health efforts that exist in India: (i)Specialised Community Health Programs: running income-generation schemes for the poorer communities so that they can meet their basic nutritional needs.
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(ii)Integrated Development Programs: In these programs, health is a part of integrated development activities. 
V. RAMAKRISHNA MISSION AS A VOLUNTARY ORGANISATION
The Ramakrishna Mission is a voluntary organisation, dedicated to serving humanity. It was established in Kolkata on May 1897 by the lay and monastic disciples of Sri Ramakrishna, jointly, under the initiative of Swami Vivekananda. Vivekananda was deeply moved by the misery of India"s poor and illiterate masses and established the Mission to pass on the teachings of Ramakrishna with emphasis on social service. It is a registered organisation under the India"s Society"s Act (XXI) of 1860 in which monks and devotees inspired by the ideals of service and renunciation conducts various types of social service activities. The headquarters of the Ramakrishna Mission is located at Belur in Howrah, West Bengal. At present the Mission has 181 branches in different parts of India and abroad. There are also about one thousand unaffiliated centres (popularly called "private centres") all over the world started by the devotees and followers. The various activities that the mission carries out in the diverse areas of human needs are briefly discussed below 
Voluntary Organisation and the role of Ramakrishna Mission in Shillong
VI. THE ROLE OF RAMAKRISHNA MISSION IN HEALTH SECTOR.
The Ramakrishna Mission has set up a number of regular medical institutions such as hospitals or outpatient dispensaries to cater to the medical needs of the people. Apart from the centres engaged solely in medical service, the various centres have started charitable outpatient dispensaries which subsequently developed into well equipped dispensaries providing allopathic and/or homeopathic treatment. Many of these centres also provide ayurvedic treatment, physiotherapy, accupunture etc. The hospitals get benefitted by equipments and other grants from State and Central governments besides public donations. One of the recent developments has been the introduction of Mobile Medical Units by a number of these centres, in order to extend medical services to people in remote corners of rural and tribal areas which are mostly inaccessible. These mobile units supply free medicines to a large number of patients, and organise free diagnostic and eyeoperation camps. Besides, preventive and promotive measures are undertaken through health education and immunisation schemes / programmes on a regular basis.
The centres in Aalo (Along), Antpur, Chapra, Cherrapunjee, Coimbatore Mission, Ichapur, Jayrambati, Kamarpukur, Kalady, Malliankaranai (Tamil Nadu), Manasadwip, Mysore, Narainpur (Chhattisgarh), Narottam Nagar, Nattarampalli, Ramharipur, Sargachhi, Sarisha, Shivanahalli (Bangalore), Viveknagar (Agartala), Thrissur, etc, directly caters to the needs of rural and tribal folk (Atmapriyananda 2010:143 As part of their programme of service to the sick and the ailing, the Mission also runs two old-age homes, five nurses training centres, and a Medical Research Centre attached to the hospital in Kolkata for postgraduate degree and diploma students and an Institute of Paramedical Courses. Some of the specialised medical treatments provided by some of the centres through their hospitals, dispensaries, special programmes, camps etc are mentioned below Many centres have special departments for dental surgery, ENT, cardiology, paediatrics, acupressure, acupuncture, etc. Many centres provide ayurvedic treatment. A number of medical camps for health awareness, dental care, child care, general medicines, etc are organised where patients are treated free of charge.
VII. HEALTHCARE DELIVERY IN SHILLONG
Termed as "Scotland of the East" the city of Shillong was founded by Col. Henry Hopkinson, Commissioner of Assam in 1864. It is the capital city of the state of Meghalaya as well as the District headquarters of East Khasi Hills District .Shillong is the 330th most populous city in India with population of 143,007 according to the 2011 census .Khasis make up the majority of the population making up 46.49 percent of Shillong population at 2011 census.
Though the foundation of treatment and healthcare centres in Shillong was laid by Christian Missionaries way back in the nineteenth century a large section of the population is still uncovered by health care services owing to hilly terrain and poor transport and communication network. Diseases such as kala-azar, malaria, leprosy, tuberculosis and various water borne diseases continue to affect people particularly those living in rural and forested areas. A large section of the population is also faced with the problem of acute shortage of safe drinking water leading to a number of chronic diseases. Today the city has a number of hospitals both private and public to cater to the medical needs of the people. The major ones being Civil Hospital, Ganesh Das Hospital, K J P Synod Hospital, NEIGRIHMS, North Eastern Institute of Ayurveda & Homoeopathy (NEIAH), R P Chest Hospital, Wood Land Hospital, Nazareth Hospital, Christian Hospital etc. In addition to the above mentioned hospitals there are also a few other institutions, which provide only outdoor services or deal with specialised subjects only. The two of the better known are: 1) Ramakrishna Mission Dispensary, Shillong. 2) Sanker Nursing Home, Shillong, for Mental Health Care Services.
Besides, there are a number of dispensaries in the rural areas, mainly run by Christian missionaries.
VIII. CONTRIBUTION OF RAMAKRISHNA MISSION IN HEALTH SECTOR ,SHILLONG
The history of Ramakrishna Mission in Shillong can be traced to 1901, when Swami Vivekananda along with his disciples visited, Guwahati and Shillong.But it was about twenty three years after the visit of Swami Vivekananda in this region, that the actual work started in 1924 when Swami Prabhananda, a young man inspired by Vivekananda"s ideas moved up to the Khasi Hills to do something to help the tribals. With the help of a medical assistant in the Government Dispensary, he explained the object of his visit to the leaders of the village who readily welcomed the idea that the Ramakrishna Mission should work among the Khasis and soon a primary school was established at Shella, 115 kms from Shillong with their help. He introduced homeopathic and bio-chemical medicines and improved methods of potato cultivation which was the staple food of the people staying there .
With the expansion of work it was decided to build a branch of Ramakrishna Mission in Shillong so that the entire activities of Ramakrishna Mission could be administered. As the growth of the work spread over the whole district , the Mission decided in 1949 to recognise it under two separate centres-one at Shillong with its temple , preaching work , library, charitable dispensary and one primary school, and the other at Cherrapunji with its High School , hostel and other feeder institutions located in inaccessible villages near about . 
Activities of the Charitable Dispensary in Shillong
Over the years, the facilities improved, with the establishment of a laboratory for pathological tests where routine tests of blood, lungs, nerve and vein, heart, optical tests are carried out. The laboratory is equipped with fully computerised and latest technological services which includes (a) Q.B.C. (malaria detection equipments), (b) Auto Cell Counter (c) Auto analyser for blood and urine Biochemistry. The Dispensary also has an X-Ray Unit, E.C.G. and Ultrasonography units. An Eye department, E.N.T. Department, General Medicine Section and Homeopathy department has also been introduced with increasing demand.
Being charitable in nature the dispensary has been rendering highly subsidised medical services to large number of incoming patients. The patients however have to pay a nominal fee to the receptionist for appointment which goes to the Mission"s fund which is utilised for various developmental activities .A minimal amount is also charged for conducting of various tests. The charges in this case are fixed and different tests have different rates.
A monastic member looks after the day to day administration of the Dispensary. He is assisted by a band of dedicated staff .There are about 30 doctors in the Dispensary. Beside doctors the other staffs offering their services include ward boys, receptionist, and persons dealing with the carrying out of various tests like Xray, blood test and so on. While many offer their services on a purely honorary basis others receive salary. The Dispensary for its maintenance and operation are funded by donations received from individuals and corporate bodies. The doctors are appointed by the monastic incharge of the dispensary after consultation with the Secretary of the Mission branch in Shillong.
The mobile medical unit
Ramakrishna Mission embarked upon a programme, in 1961, of providing basic healthcare facilities to surrounding areas of Shillong for the benefit of tribal population, who could not cover long distances to meet their medical requirements. The mobile medical unit takes doctors, medical staff and volunteers with medicines to distant villages and renders free medical services to the people on a weekly basis .This was a welcome project as otherwise; the areas being remote, healthcare facilities had not reached the people.
One of the features of the Ramakrishna Mission Charitable Dispensary, Shillong is its achievement of the best possible results and a high standard of service-both technical and humanitarian-with the least possible expenditure. This is partly due to the honorary services offered by local medical practitioners. The personal care taken by the mission authority adds to this economy and efficiency.
X. CONCLUSION
The Ramakrishna Mission was started in Shillong with the objective of serving the tribal section which constituted the major portion of the total population. The medical services that are being carried out by the Ramakrishna Mission Charitable Dispensary, Shillong for the benefit of the tribal society proves this point. Ever since its inception in 1951 the Charitable Dispensary with its well equipped Clinical and Pathological laboratory, X-Ray, Surgical Sections and Homeopathic Department has been serving the local population. The tribal populations of the neighbouring villages are served with a mobile medical van which provides medicines to patients and baby food to children. It has been found that out of the total number of patients served by both the medical units, 80% constitute the Scheduled Tribe, 5% Scheduled Caste and 15% General approximately every year. True to the ideal of the organisation, the Charitable Dispensary of the Ramakrishna Mission has been seeking in its humble way to serve the people of this hill station.
In 1901 Swami Vivekananda said "Who on seeing the tiny sprout of the banyan can imagine that in course of time it will develop into a gigantic banyan tree?......." . The banyan tree that he had seen as a "tiny sprout" and envisioned as a "gigantic banyan tree" has indeed turned out to be true. That "tree" is the Ramakrishna Mission -a voluntary organisation, which is spreading its branches to serve the people in India as well as the rest of the world. The Shillong centre of The Ramakrishna Mission is also marching ahead by providing selfless voluntary service to the society. ……………………………………………………………………………………………………………………… ……..
